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Abstract
This study was designed to investigate the impact of staff education on the behaviour and quality of life of residents with
dementia and on staff members’ attitudes about working with people with dementia and level of burnout. Staff from three
aged care facilities participated in the study (n¼ 52). These facilities were randomly assigned to one of two intervention
groups or a control group. Staff assigned to the intervention groups received an eight-week behaviourally-based programme.
Staff from one aged care facility also participated in a peer support group designed to reinforce educational material
and facilitate positive changes among staff members. Behavioural symptoms displayed by residents (n¼ 76) in each of the
facilities were also assessed. Assessments were conducted at pre-intervention, post-intervention, three- and six-month
follow-up. The results of this study indicated that education or peer support was not associated with an improvement in
resident behaviour or quality of life. Education or peer support also did not impact on staff members’ level of burnout.
There was, however, a change in staff members’ attitudes about working with people with dementia. Possible explanations
for these findings and implication for further research are considered.
Introduction
Behavioural symptoms of dementia have been
identified as one of the primary concerns facing
staff and administrators of residential care facilities
(Cassidy & Sheikh, 2002). Research, however,
suggests that the majority of staff in residential care
facilities are unlicensed personal carers with limited
training (Doyle & Ward, 1998; Feldt & Ryden,
1992; Peterson, Berg-Weger, Mcgillick, & Schwartz,
2002). Smith et al. (1994) reported that most staff
members lack knowledge about the aging processes
and how to manage behavioural and psychological
symptoms of dementia. In a recent Australian study,
Brodaty, Draper, & Low (2003) reported that 55%
of staff members felt they knew too little about their
residents’ diseases and treatments.
The literature suggests that behavioural symptoms
of dementia are moderated by the care that residents
receive (Cassidy & Sheikh, 2002; Magai, Cohen, &
Gomberg, 2002). In a study by Burgener, Jirovec,
Murrell, & Barton (1992), staff members’ relaxed
and calm behaviour when attending to residents
was associated with more functional and calm
behaviours. Similar findings were reported by
Roth, Stevens, Burgio, & Burgio (2002).
Their study suggested that the quality of verbal
prompts provided by staff during caregiving influ-
enced the occurrence of behavioural symptoms.
Bird, Llewellyn-Jones, Smithers, & Korten (2001)
investigation of psychosocial approaches for mana-
ging behavioural symptoms of dementia, also found
that residents displayed behavioural symptoms
with some staff members but not with others.
The above literature suggests that educational
programmes for residential care staff are likely to be
effective in reducing the frequency of behavioural
symptoms among residents with dementia. Research
on staff education suggests that staff members’
knowledge increases directly after education, and
that these improvements in knowledge are main-
tained at follow-up (Coogle, Head, & Parham, 2004;
Peterson et al., 2002). However, research has
also demonstrated that changes in staff members’
knowledge is not necessarily accompanied by a
corresponding change in practice (Smyer, Brannon,
& Cohn, 1992). For example, Cohen-Mansfield,
Werner, Culpepper, & Barkley (1997) reported that
although staff members’ knowledge improved after
education, their professional practice declined.
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The outcomes for residents as a result of staff
education are mixed. There is evidence that
didactic education alone is unlikely to be an
effective strategy to change resident behaviour
(Thomson O’Brien et al., 2001). However, educa-
tional programmes offered in conjunction with
additional support may be associated with greater
success (Brane, Karlsson, Kihlgren, & Norberg,
1989; Edberg & Hallberg, 2001).
Evaluation of the literature reveals that the
content and format of education programmes have
taken many different forms. The behavioural model
has been suggested as a useful framework for
staff education (Landreville, Dicaire, Verreault,
& Levesque, 2005). According to this model,
behaviour occurs as a result of an interplay between
antecedents (events that trigger the behaviour)
and consequences that reinforce the behaviour
(or increase the likelihood that the behaviour will
be repeated). Managing behavioural symptoms of
dementia using the behavioural model, involves
assessing possible antecedents and consequences
among individuals’ with dementia, and developing
strategies to remove or modify these antecedents/
consequences. One of the benefits of this approach
is that it encourages problem solving and provides
the tools for staff members to remain effective
caregivers (Teri et al., 1998). Furthermore, the
behavioural model allows for individualised beha-
viour management.
The current study aimed to evaluate the effective-
ness of staff education as a strategy to manage
behavioural symptoms of dementia. The education
programme was designed to encourage an indivi-
dualised approach to managing behaviour, by basing
the programme on the behavioural model
(O’Donohue & Ferguson, 2001). Providing both
initial and ongoing support to staff members may be
an important aspect of successful staff education.
Therefore, this study also aimed to compare the
effectiveness of staff education offered with and
without peer support, when compared to a control
group post-intervention and at three- and
six-months follow-up. Potential benefits of peer
support include information exchange, mutual
support, group cohesion, increased coping and
self-efficacy, reduced social isolation, stress reduc-
tion and increased staff safety (Kurtz, 1997). It is
recognised that staff education programmes may
challenge staff members’ understanding of behaviour
displayed by residents with dementia and highlight
the role they may play in behaviour management.
The education programme was therefore designed
to increase staff members’ skills and self-efficacy,
whilst providing ongoing professional and emotional
support through the peer-support programme.
The effectiveness of the programme was evaluated
based on its impact on residents’ behaviour and
quality of life, as well as staff members’ attitudes
and burnout. It was hypothesised that staff
education would have a positive impact on both
staff and residents post-intervention when compared
to the control group, but that these effects would
be greater and more long-lasting for the group
receiving peer support.
Methods
Participants
There were a total of 52 staff participants in this
study who complete pre-and post-intervention
measures. The education-only group consisted
of ten participants (two male, eight female)
(M¼ 42.00 years; SD¼ 10.97 years). There was
a very high attrition rate amongst this group
(e.g. many staff resigned). Therefore, this group’s
sample size at follow-up was very small (n¼ 6) and it
was excluded from follow-up analyses. The educa-
tionþ peer support group consisted of 17 partici-
pants (all female) (M¼ 46.82 years; SD¼ 10.97
years). The control group consisted of 25 partici-
pants (1 male, 24 female) (M¼44.52 years;
SD¼9.94 years). The attrition rate was low in the
educationþ peer support and control groups (15 and
14% respectively). However, the attrition rate in the
education-only group was much higher at 50%.
A total of 76 residents participated in the study.
The education-only group consisted of 21 residents
(3 male, 18 female) (M¼ 87.15 years; SD¼ 4.37
years). The educationþ peer support group con-
sisted of 23 residents (4 male, 19 female) (M¼ 87.64
years; SD¼ 7.67 years). The control group consisted
of 32 residents (8 male, 24 female) (M¼ 83.13
years; SD¼ 6.99 years).
Materials
Cohen-Mansfield Agitation Inventory. The Cohen-
Mansfield Agitation Inventory (CMAI) (Cohen-
Mansfield & Libin, 2004; Cohen-Mansfield, Marx,
& Rosenthal, 1989) is a caregiver-rated scale that can
be used to assess behaviours among nursing-home
and community residing older people (Cohen-
Mansfield, 1995). The scale measures the frequency
of 29 behaviours (e.g. screaming) as observed by the
caregiver over the previous two weeks. Responses are
rated on a seven-point likert scale from 1¼never to
7¼ several times a day. Scores can be calculated
according to four subscales: Physically Aggressive
(PA) behaviour, Physically Non-Aggressive (PNA)
behaviour, Verbally Aggressive (VA) behaviour and
Verbally Non- aggressive (VNA) behaviour (Cohen-
Mansfield, 1999; Neville & Byrne, 2001). The
CMAI has demonstrated good inter-rater reliability
(between 0.88 and 0.92), construct validity and test
re-test reliability (r¼0.740.92) (Cohen-Mansfield
et al., 1989; Koss et al., 1997; Weiner et al., 2000).
For the current study, subscale internal reliability
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scores (Cronbach alpha) were between 0.56 and
0.91.
Alzheimer Disease Related Quality of Life. The
Alzheimer’s Disease Related Quality of Life
(ADRQL) (Black, Rabins, & Kasper, 2000) scale is
a instrument designed to assess health-related
quality of life among people with Alzheimer’s
disease. The ADRQL consists of 47 items that are
answered by carers responding with ‘agree’ or
‘disagree’ for each of the items, according to how
the resident has behaved over the previous two
weeks, as observed by staff members. The ADRQL
assesses quality of life across five domains: Social
Interaction (SI), Awareness of Self (AS), Feeling and
Mood (FM), Enjoyment of Activities (EA) and
Response to Surroundings (RS). The ADRQL
is intended to be administered in an individual
interview format. However, due to the number of
staff participants involved in this study, it was not
feasible to interview each staff member individually.
Staff members individually completed the ADRQL
for a single resident. The researcher was available
to provide staff with guidance about how to correctly
complete the questionnaire.
Preliminary analyses of the ADRQL suggested it
has an internal consistency of between 0.77 and 0.91
(Black et al., 2000; Gonzalez-Salvador et al., 2000).
The average internal reliability (Cronbach alpha) of
the as rated by staff were: SI¼ 0.70; AS¼0.51;
FM¼0.76; EA¼ 0.51; and RS¼0.53. Item four
was removed from the AS subscale and item one was
removed from the RS subscale, to improve their
reliabilities to 0.65 and 0.62, respectively. The EA
subscale could not be altered to improve its internal
reliability.
Staff Attitudes Questionnaire. The Staff Attitudes
Questionnaire (SAQ) was developed specifically for
this study. It was designed to measure staff
members’ attitudes and perceptions about working
with residents who have dementia and their thoughts
about their role as carers. It is a self-report
questionnaire that contains 16 statements about
staff members’ attitude to work (see Table I).
Completion of the questionnaire involved rating
each statement, e.g. ‘I don’t think there are alter-
native and/or new ways of working with residents
with dementia’, on a 0–10 scale, where 0¼ strongly
disagree and 10¼ strongly agree. The questionnaire
takes approximately 5–10 minutes to complete.
The questionnaire was factor analysed to reveal
three subscales: Education and Personal
Responsibility (EPR), Skill and Knowledge (SK)
and Barriers to Change (BC). The average internal
reliability scores (Cronbach alpha) for each of the
subscales were found to be low at: EPR¼ 0.54,
SK¼ 0.58 and BC¼0.53.
Maslach Burnout Inventory. The Maslach Burnout
Inventory (MBI) third edition (Maslach, Jackson, &
Leiter, 1996) is a questionnaire designed to measure
burnout. The MBI consists of 22 statements
about job-related feelings (e.g. ‘I feel emotionally
drained from my work’). Participants rate their
responses according to a scale of 0–6, where
0¼never and 6¼ every day. The generic term
‘recipients’ is used throughout the questionnaire.
Table I. Items in the Staff Attitudes Questionnaire (SAQ).
Subscale Statements
Education & Personal Responsibility 5. I am interesting in working with residents with dementia
9. I enjoy the opportunity to attend education sessions
14. I feel it is possible for residents with dementia and challenging behaviour to
improve as a result of staff implementing new strategies
15. Part of my role is to develop and implement strategies for dealing with challenging
behaviours
16. I feel confident in developing care plans for residents with dementia and
challenging behaviours
17. I feel I hold personal responsibility for the quality if care provided to our residents
Skill & Knowledge 1. I feel satisfied with my current knowledge level regarding dementia
2. I feel satisfied with my current skill and when working with residents with
dementia
3. I feel I have a lot to learn about working with residents with dementia*
6. I am confident when working with resident with dementia and challenging
behaviour
8. I would like to be able to change the way I work with residents with challenging
behaviour*
Barriers to Change 7. I do not think there are new and/or alternative ways of working with residents with
challenging behaviour
10. I don’t have the time to attend education sessions
12. I don’t have the time to try new ways of working
13. There are many barriers preventing me from using new work methods
*Reverse scored.
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Recipient refers to the people that participants
care for, in this study the recipients were the
residents. Responses to statements on the MBI
are divided into three subscales, Emotional
Exhaustion (EE), Depersonalisation (DP) and
Personal Accomplishment (PA). The MBI is
reported to have adequate reliability (Cronbach
alpha) for each subscale (EE¼ 0.90, DP¼ 0.79
and PA¼ 0.71) and demonstrated
adequate average reliability in the current study
(Cronbach alpha¼ 0.73).
Procedure
The Directors of Nursing (DON) from three
residential care facilities were approached by a
member of the Aged Persons Mental Health
Service (Victoria, Australia) and were given the
opportunity to participate in the study. All three
facilities approached agreed to participate, and they
were randomly allocated to one of three groups
(wait-list control, education-only, and education
þ peer support). Randomisation could not occur at
the individual level (staff or residents) because
of possible treatment effects if the same facility
functioned as both intervention and control sites.
Staff members involved in the study voluntarily
agree to participate (this occurred after the facilities
were randomly allocated to a group).
The DON was asked to select residents who may
be appropriate for involvement in the study,
because they regularly displayed at least one of the
29 behaviours listed in the CMAI (Cohen-
Mansfield, 1995). Plain language statements and
consent forms were provided to the DON, who
forwarded them to prospective participants’ next
of kin. Consent among residents’ next of kin
was approximately 50% across each facility. The
participation of staff members was voluntary and
no payments or inducements were offered for
participation in the study.
Staff members from each of the three groups
completed the SAQ and MBI at pre-intervention,
post-intervention and at 3- and 6-month follow-up.
Each staff member also selected one resident
they were familiar with to complete the ADRQL,
and two residents for the CMAI. Staff members
assigned to an intervention group participated
in education and/or peer support in the eight weeks
between pre- and post-intervention measures.
Education programme
The education programme consisted of eight units
that were run twice a week for 1–1½ hours.
Staff members who agreed to participate in the
study were requested to attend one of the units each
week. The first three units were primarily didactic
and were designed to provide staff with information
about dementia and behavioural symptoms.
The following five units were facilitated workshops
that were based on the behavioural model. During
the workshops staff members developed individua-
lised care plans for residents by monitoring the
antecedents and consequences of behaviour and
modifying them appropriately. Staff members
engaged in group discussion and used specially
designed worksheets to facilitate this process. One
of the strengths of the behavioural model is that it
has the potential to help staff to develop skills and
knowledge that can be applied to a variety of
situations and behaviours (Teri et al., 1998).
Therefore, the workshops were designed to reflect
this by encouraging staff members to develop their
own strategies for managing behaviours, as well as
the opportunity to implement their skills during the
education programme, and to develop strategies to
continue using once the training ceased.
Peer support
The peer support programme was run for 30
minutes after the education units, starting at unit
five (i.e. for four weeks). The group was facilitated
by a member of the research team but aimed to
address the concerns of staff members (e.g. work-
related stressors). The sessions involved developing
group aims and guidelines, provision of information
and discussion about recognising and managing
stress, and examination of issues affecting the
resident care and how these issues can be better
managed by staff members. Staff members were
given the option of continuing the peer support
programme on their own after the intervention was
complete. However, staff felt they lacked the time
and resources to continue with the peer support
programme unassisted. The results of this study
were analysed by using Mixed Design Analysis of
Variance (ANOVA). The alpha level for significant
results were reduced to p50.01 to guard against
Type I errors from multiple analyses.
Results
Cohen-Mansfield Agitation Inventory
Scores on the CMAI were analysed at pre- and post-
intervention for each group, with time as the within
subject factor and group (control, education-only
and educationþpeer support) as the between sub-
ject factor. There were no significant difference in
scores across time and group, nor was there a
significant interaction between time and group
for each of the subscales. Scores on the CMAI
were also analysed at 3- and 6-months post-
intervention for the control and educationþ peer
support groups. No significant group, time
or interaction effects were found at follow-up
(see Table II for mean scores).
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Alzheimer’s Disease Related Quality of Life
Scores on the ADRQL scale were analysed using
Mixed Design ANOVA with time as the within
subject factor (pre- and post-intervention and
follow-up) and group as the between subject factor
(control, education-only and educationþ peer sup-
port). There were no significant time, group or
interaction effects on any of the subscales. Scores on
the ADRQL scale were analysed at 3- and 6-months
post-intervention for the control and educationþ
peer support group for each of the subscale (except
RS which was removed from follow-up analyses due
to low reliability). No significant group, time or
interaction effects were found at follow-up. Means
and standard deviations are displayed in Table III.
Staff Attitudes Questionnaire
The SAQ was analysed with time as the within
subject factor (pre- and post-intervention and
follow-up) and group as the between subject
factor (control, education-only and educationþ
peer support). Analysis of the three subscales on
the SAQ revealed that there was no group, time or
interaction effect for the EPR subscale at pre-
intervention or follow-up. Nor were there any
significant effects on the BC subscale at post-
intervention. Examination of the results for the
control and educationþ peer support group at
follow-up revealed a significant time effect at
3-months, F(1, 36)¼ 30.72; p50.001; 2¼ 0.46,
and 6-months, F(1, 32)¼9.44; p50.005;
Table III. Means (SD) for resident quality of life, pre-intervention, post-intervention, 3- and 6-months follow-up (0–100%).
Outcome variable Pre-intervention Post- intervention 3-Months follow-up 6-Months follow-up
Social Interaction
Educationþ peer support 61.03 (22.57) 61.52 (19.16) 61.65 (16.87) 61.67 (20.62)
Education-only 70.79 (27.87) 71.80 (27.41) 58.29 (22.41) 61.67 (16.79)
Control 62.53 (23.60) 62.66 (19.10) 55.82 (24.03) 58.77 (21.42)
Awareness of Self
Educationþ peer support 63.86 (19.64) 56.90 (22.02) 57.66 (30.59) 55.77 (30.38)
Education-only 69.65 (23.13) 75.71 (29.32) 41.62 (15.92) 48.37 (27.15)
Control 48.57 (24.57) 49.10 (29.05) 51.82 (26.42) 43.08 (30.12)
Feeling and Mood
Educationþ peer support 64.47 (25.49) 65.46 (24.47) 70.99 (18.91) 73.39 (16.62)
Education-only 80.00 (17.68) 81.45 (19.02) 76.06 (16.27) 77.44 (15.72)
Control 60.56 (20.07) 57.32 (21.13) 63.64 (23.90) 55.78 (21.98)
Enjoyment of Activities
Educationþ peer support 38.94 (29.73) 35.30 (25.87) 41.54 (30.11) 33.91 (32.28)
Education-only 50.23 (28.11) 80.25 (29.69) 59.72 (19.25) 48.78 (40.87)
Control 44.17 (25.91) 49.54 (24.50) 52.23 (27.71) 47.62 (26.70)
Response to Surroundings
Educationþ peer support 60.76 (35.63) 64.58 (24.81) # #
Education-only 85.14 (17.46) 81.21 (21.04) # #
Control 67.84 (21.29) 71.07 (28.48) # #
*p50.01.
#removed beacause poor reliablity.
Table II. Means (SD) for resident behaviour, pre-intervention, post-intervention 3- and 6-months follow-up.
Outcome variable Pre-intervention Post-intervention 3-Months follow-up 6-Months follow-up
Physically Non-Aggressive (10–70)
Educationþpeer support 20.17 (8.15) 18.90 (6.94) 18.54 (7.81) 18.17 (7.70)
Education-only 17.06 (5.71) 16.57 (6.95) 19.59 (11.68) 21.16 (10.24)
Control 25.94 (11.87) 24.84 (13.36) 23.00 (11.82) 23.35 (12.26)
Physically Aggressive (11–77)
Educationþpeer support 16.86 (5.11) 17.14 (5.78) 15.38 (4.85) 16.30 (5.15)
Education-only 14.60 (5.02) 14.86 (4.68) 16.65 (7.56) 18.41 (6.02)
Control 22.79 (12.09) 22.68 (11.98) 20.65 (10.19) 24.08 (21.42)
Verbally Non-Aggressive (5–35)
Educationþpeer support 14.50 (7.77) 15.42 (7.27) 13.52 (6.95) 12.74 (6.15)
Education-only 10.19 (2.92) 8.79 (3.29) 13.08 (7.44) 13.59 (7.63)
Control 15.69 (8.24) 14.18 (6.63) 14.06 (7.67) 13.27 (6.93)
Verbally Aggressive (3–21)
Educationþpeer support 5.36 (2.57) 5.65 (2.32) 4.91 (2.67) 5.14 (2.54)
Education-only 4.99 (1.93) 5.39 (2.68) 5.75 (2.74) 5.86 (3.52)
Control 6.66 (3.39) 6.19 (3.36) 5.79 (2.96) 6.10 (3.72)
*p50.01.
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2¼ 0.23 post-intervention, with BC scores lower at
pre-intervention than at 3- and 6-months follow-up
(see Table IV). Results from the SK subscale
revealed a significant interaction between group
and time, F(2, 47)¼ 6.10; p50.001; 2¼0.21.
Univariate analyses revealed that there was a
significant improvement in SK scores post-inter-
vention for the education þ peer support group,
F(1, 16)¼ 20.26; p50.001; 2¼ 1.00, whilst there
was no significant change in SK scores for the
education-only, F(1, 8)¼2.65; p > 0.01; 2¼ 0.14
and control F(1, 23)¼ 1.33; p > 0.01; 2¼ 0.06
groups. Results for the control and educationþ peer
support groups at follow-up similarly revealed a
significant interaction effect, with scores SK
improving at 3-months, F(1, 16)¼49.38;
p50.001; 2¼ 1.00, and 6-months follow-up,
F(1, 13)¼ 21.72; p50.001; 2¼ 0.99 for the edu-
cationþ peer support group, whilst there was no
significant change in scores for the control group at
3-months, F(1, 20)¼ 18.67; p > 0.01; 2¼ 0.04
and 6-months follow-up, F(1, 19)¼ 7.04; p > 0.01;
2¼ 0.27. In summary, staff perceived EPR did
not change as a result of the intervention,
BC scores increased in the educationþ peer
support group and control group post-
intervention and at follow-ups, and SK scores
increased in the educationþ peer support
group only at post-intervention and at each
follow-up (see Table IV for means and standard
deviations).
Maslach Burnout Inventory
The MBI was analysed with time as the within
subject factor (pre- and post-intervention and
follow-up) and group as the between subject factor
(control, education-only and educationþ peer
support). This analysis revealed that there were no
significant time, group or interaction effects for
each of the MBI subscales at post-intervention.
(There were also no significant follow-up effects
for the control and educationþ peer support groups
(see Table IV for means and standard deviations).
Discussion
Results of this study revealed that the behaviourally-
based education programme implemented in this
study was not an effective strategy to assist staff to
better manage residents’ behaviour or improve their
quality of life. Further, this education programme
did not significantly impact on staff members’ level
of burnout. Contrary to our expectation, peer
support was not more effective than education
alone in reducing either the behavioural symptoms
associated with dementia or staff burnout. There
was, however, a significant improvement in the
perceived skills and knowledge of staff in the
educationþ peer support group at post-intervention
and at 3- and 6-months follow-up. Therefore,
staff who received educationþ peer support were
more likely to feel satisfied with their knowledge
Table IV. Means (SD) for staff burnout and attitudes, pre-intervention, post-intervention, 3- and 6-months
follow-up.
Outcome variable Pre-intervention Post-intervention 3-Months follow-up 6-Months follow-up
Education and Personal
Responsibility (0–70)
Educationþ peer support 50.53 (8.62) 53.72 (5.27) 53.00 (7.49) 52.71 (8.12)
Education-only 57.00 (8.11) 59.33 (5.24) 57.80 (11.71) 57.80 (8.56)
Control 55.71 (7.78) 55.08 (6.46) 55.71 (6.58) 54.35 (8.96)
Barriers to Change (0–40)
Educationþ peer support 10.71 (5.65) 12.12 (5.80) 14.94 (6.67)* 14.14 (6.96)*
Education-only 12.56 (5.65) 12.00 (5.63) 9.40 (7.50) 12.60 (7.02)
Control 10.21 (4.82) 12.29 (5.28) 12.62 (5.20)* 13.60 (6.06)*
Skill and Knowledge (0–50)
Educationþ peer support 21.76 (7.73) 31.35 (6.24)* 31.94 (6.97)* 32.00 (6.11)*
Education-only 25.56 (5.39) 29.00 (4.87) 30.00 (3.53) 30.60 (3.36)
Control 25.63 (6.45) 27.17 (6.01) 26.89 (6.97) 28.60 (6.21)
Depersonalisation (0–45)
Educationþ peer support 5.06 (5.76) 5.53 (6.02) 7.29 (7.29) 5.40 (3.68)
Education-only 6.60 (7.53) 5.60 (4.70) 2.67 (2.66) 6.50 (5.79)
Control 5.40 (3.89) 5.00 (3.51) 5.33 (3.07) 5.95 (4.62)
Emotional Exhaustion (0–81)
Educationþ peer support 26.41 (10.51) 24.53 (9.79) 26.82 (10.82) 24.73 (8.20)
Education-only 17.60 (5.93) 16.60 (10.74) 14.50 (7.06) 16.50 (9.52)
Control 20.20 (8.58) 20.00 (8.84) 19.33 (8.92) 20.70 (8.65)
Personal Accomplishment (0–72)
Educationþ peer support 36.41 (5.28) 36.24 (5.30) 37.06 (4.28) 36.40 (5.25)
Education-only 36.40 (7.52) 33.90 (5.11) 37.50 (6.47) 34.83 (8.23)
Control 38.60 (6.15) 36.84 (6.53) 38.14 (6.72) 39.10 (5.64)
*p50.01.
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about dementia, skill level and confidence when
working with residents with dementia, after the
intervention. This was maintained for 6 months
after the educationþ peer support programme.
In contrast to this finding, staff members in the
control and educationþ peer support groups also
perceived greater barriers to change at 3- and
6-months follow-up. Therefore, staff members
were more likely to report that they had barriers
preventing them from trying new ways of working
with residents.
The finding that only staff members who received
peer support reported greater skills and knowledge
is consistent with research demonstrating that
effective education programmes provide staff with
additional support (e.g. peer supervision) (Edberg
& Hallberg, 2001). The lack of impact of peer
support on burnout, however, was unexpected, as
support from work colleagues has been negatively
correlated with burnout (Jenkins & Allen, 1998;
Plaud, Moberg, & Ferraro, 1998; Taormina & Law,
2000). Therefore, the results of the current study
suggest that either peer support alone was insuffi-
cient to modify staff burnout or that there were
aspects of the peer support programme that limited
its efficacy. The peer support group in the current
study only ran for a short period of time. It is likely
that because the peer support group did not
continue after the education programme as was
hoped, the potential benefits of reduced burnout
could not be achieved in the current study.
A significant increase in staff perceived barriers to
change was detected among the educationþ peer
support and control groups. This occurred at the
same time that staff in the educationþpeer
support group reported that they had greater skill
and knowledge after the intervention. This paradox-
ical finding may suggest that staff members in
the educationþ peer support group felt they had
the skills and motivation to change the way that they
interacted with residents, but that the facility
environment made it difficult to implement the
desired interventions. The finding that staff per-
ceived greater barriers to change may be a significant
reason why the education/peer support groups did
not report changes in resident outcomes, as altered
staff practices may not have been possible in the
residential environment. The literature on staff
education indicates that organisational factors can
frequently impact on the effectiveness of interven-
tions (Cassidy & Sheikh, 2002), in particular level of
management support (Moniz-Cook et al., 1998;
Smith et al., 1994). The level of support for staff
members in the current study was not evaluated.
However, concerns raised by staff in the peer
support group and the difficulty staff members
faced when attending education (e.g. participating
in their own time and negotiating time away from
direct resident care), suggests that management
support was low.
Another factor that may have impacted on the
results of this study was the small sample sizes that
led to the exclusion of the education-only group at
follow-up and significantly reduced the statistical
power to detect changes among groups.
Furthermore, in order for interventions based on
the behavioural model to be effective, all caregivers
need to work together to implement behaviour
management strategies (McGovern & Koss, 1994).
Since only a minority of staff members attended
the education programme, this could not be
achieved.
Another limitation of the study was that residents’
behaviour was rated by the staff members who cared
for them and were involved in the education
programme. This may have influenced the staff
members’ ratings of behavioural symptoms. Burgio
et al. (2001) have criticised research in this field for
not evaluating whether staff carried out the desired
intervention. Observational methods using obser-
ver’s blind to the studies’ hypotheses are very
resource and time intensive. Furthermore, issues
such as consent, the effect of observation on staff and
resident behaviour, and potential difficulties asso-
ciated with observing residents during personal care
routines, are not easily resolved. It was, however,
recognised that the method used in the current study
was not ideal, but adopted due to practical limita-
tions. Measurement issues are not easily resolved,
but when direct observation is not feasible, objective
measures of the frequency of specific behaviours may
be less susceptible to bias than global behavioural
ratings. Similar problems are associated with staff
members rating residents quality of life.
Unfortunately, due to the severity of dementia
among participants in this study, they could not be
involved in rating their own quality of life.
The direct implementation of care plans devel-
oped during the programme was not measured, nor
was the generalisation of skills taught in the
education groups. Moniz-Cook et al. (1998) found
that when care plans were not implemented,
behaviour disturbance increased. One potential
strategy to improve staff members’ utilisation of
skills may be to provide on-the-job supervision and
training.
The current study aimed to extend on previous
research by including a control group, randomisa-
tion of groups and follow-up measures. The
education programme was designed to actively
involve staff members and facilitate generalisation
of behaviour management skills, whilst also explor-
ing whether peer support could supplement educa-
tion. Results of the study suggested that staff
members who received educationþ peer support
perceived an increase in their skill and knowledge,
whilst reporting an increase in barriers that pre-
vented them from changing their practice. These
findings suggest that organisational factors are
critically important to the success of staff education
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in terms of outcomes for staff and residents. This
study provides evidence that staff education offered
in isolation from the sociocultural context within
which staff members’ work may not be an effective
approach for managing behavioural symptoms of
dementia. Further research is needed to explore
how to realistically and feasibly provide staff with
education and support practice change within the
constraints of residential care facilities. More active
engagement of management and investment in
facilitating the objectives of the education pro-
gramme would be a strong recommendation for
future research and work within this field.
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